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Abstract   
Background: Tobacco smoking is a global public health challenge, resulting in an estimated loss of 1.4 trillion United 
States Dollars (USD), a preventable risk that can be achieved through tobacco cessation services. The study, 
therefore, aimed to review the most frequently used methods employed by healthcare workers (HCWs) in providing 
tobacco cessation services and reported challenges in Africa.   
Methods: A systematic review was conducted using five electronic databases (PubMed, Base, PsycInfo, Google 
Scholar, and African Journal Online) for published studies on HCW’s practices and challenges on tobacco cessation in 
Africa. We adopted a three-stage methodology to conduct the study, which identified articles using pre-defined key 
terms, screened articles to remove duplicates, and excluded irrelevant articles after reading the manuscripts’ titles and 
abstracts. 
Results: We reviewed articles and found that 35.0% to 83.0% of HCWs frequently asked their patients to quit 
smoking. Also, 14.9% of HCWs assisted smoking cessation among their patients, among whom 3.9% prescribed oral 
depressants and 2.8% prescribed Nicotine Replacement Therapy (NRT). Further, 17.0% of HCWs had guidelines to 
help patients to cease smoking. Challenges were lack of efficacy and training, lack of system support, low sense of 
responsibility by some physicians to incorporate the smoking cessation therapy to their patients, lack of attractive 
educational resources on smoking cessation, limited knowledge on effective intervention strategies, lack of guidelines, 
lack of specialists for smoking cessation, and unavailability of NRT. 
Conclusion: Follow-up should be commenced and intensified by HCWs for smoking cessation among tobacco 
smokers. 
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Background  
Globally, about a billion people are estimated to die of tobacco 
smoking in the 21st century. Most of the deaths occurring in 
low and middle-income countries [1]. More than 80.0% of the 
world's 1.3 billion tobacco users live in low- and middle-
income countries [2]. Tobacco use accounts for nearly 8 million 
deaths annually, which accounts for 7 million deaths from direct 
tobacco use and 1.2 million deaths of non-smokers exposed to 
passive smoking [2]. Tobacco accounts for 20.0% of all adult 
male deaths and 5.0% of adult female deaths [1]. Globally, 
19.0% of adults currently smoke, with 22.0% from high-income 
countries, 19.5% in middle-income countries, and 11.0% in 
low-income countries [3]. The proportion of smoking among 
men is highest in middle-income countries (35.0%). However, 
more women (16.0%) smoke in high-income countries [3]. 
Moreover, 24 million smokers are within the age range of 13-15 
years, out of which 13 million use smokeless tobacco products 
[4]. Tobacco smoking is a preventable cause of death, with 30% 
of deaths due to cancer [2]. Tobacco smoking has resulted in an 
annual estimated loss of nearly 1.4 trillion USD in economic 
damage [5]. The cost of tobacco-related illnesses is 
exceptionally high, representing nearly 2.0% of global Gross 
Domestic Products (GDP), while the health expenditure 
associated with smoking use represents 5.7% of total health 
expenditure [5]. Globally, indirect costs of smoking are 
estimated to be about 1 trillion USD, with two-thirds of the cost 
attributed to premature mortality [5]. The decline of tobacco use 
in high-income countries is almost proportional to its increase 
in low and middle-income countries, particularly in Africa, 
Asia, and Eastern Europe [6]. Tobacco use in Africa has 
garnered little attention [7]. Such little attention may be due to 
the perceived low smoking prevalence compared to other 
developing regions, alongside the more immediate burden of 
infectious diseases [7]. 
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“Article 14 of the World Health Organization Framework 
Cessation on Tobacco Control states that each party shall take 
effective tobacco cessation promotive measures and adequate 
management for cases of tobacco dependence” [8]. 
Notwithstanding, the report of the WHO on the Global Tobacco 
Epidemic in 2017 indicated that ‘less than one- third of high-
income countries, fewer than one in ten middle-income 
countries and one low-income country (Senegal) offer complete 
tobacco cessation support [9]. In Africa, Tobacco cessation 
services are deterred by multiple challenges such as inadequate 
training of healthcare workers (HCWs), competing for 
infectious disease burden, inadequate data, and lack of 
applicable local guidelines [4]. South Africa is reportedly the 
only country with specific smoking cessation guidelines, with 
initiatives like quit lines and web-based platforms for smoking 
cessation. Countries like Sudan, Tanzania, and Nigeria do not 
have such specific guidelines or initiatives to integrate tobacco 
cessation services into their tobacco control strategies [9]. The 
WHO's 5A's model is an effective and well-designed method of 
providing cessation services [10]. The model was created for 
HCWs to identify and assist individuals who use tobacco 
products and are ready to quit its use [11]: (i) Ask: about their 
tobacco use; (ii) Advise: should be specific and aimed at 
persuading the user to quit; (iii) Assess: determine the user's 
willingness to quit; (iv) Assist: the user should be supported in 
developing a quitting plan; and (v) Arrange: for follow-up on 
quitting process [11]. The WHO toolkit for delivering these 
5A's states that the national healthcare sector is well placed to 
lead the implementation of these measures, provide cessation 
services, and point out some of the roles HCWs are to play in 
providing comprehensive tobacco control services [12]. These 
are founded on basic roles as educators, role models, opinion 
builders, clinicians, and leaders. It admonishes that all health 
professionals should address tobacco cessation activities as a 
component of their standard of care service, serve as tobacco-
free models for the public, assess exposure to passive smoking, 
and provide information about avoiding all forms of exposure to 
tobacco [12]. Literature regarding specific tobacco cessation 
interventions carried out in Africa is not comprehensive enough 
to conclude what works and what does not [7,13]. Studies have 
reported that cessation interventions are well established in 
developed countries with various literature on what services 
work through selected professionals on various groups of 
people [13-15]. Reviews have been done on cessation services 
integrated through various cadres of health care providers and 
targeted at various groups of smokers, either based on health 
status and the age group or type of product used [15,16]. 
Therefore, the study aimed to review the most frequently used 
methods employed by HCWs in providing tobacco cessation 
services and reported challenges in Africa. 
 
Methods 
Study design and procedure  
A systematic review of the literature was conducted using the 
guidelines outlined by the Preferred Reporting Items for 
Systematic Reviews and Meta-Analyses (PRISMA) for 
assessment of intervention studies [17,18]. We reviewed all 
literature found irrespective of their study design. All literature 
that examined the mode of delivery of smoking cessation 
service, most used practices, population interventions are 




We included all studies on HCWs’ practices on tobacco 
cessation in Africa. All study designs used in conducting 
research, as long as they reported on smoking cessation 
activities in Africa were also included in the search. 
 
Exclusion criteria 
The exclusion criteria incorporate the following: (a) Guidelines 
only explaining the appropriate measures to be taken by tobacco 
users., (b) Studies focused on cessation attempts by tobacco 
users only., and (c) Studies on tobacco use from the 
perspectives of the patients only. 
 
Search for eligible literature 
The five highly-indexed electronic databases (PubMed, Base, 
PsycInfo, Google Scholar, and African Journal Online (AJOL) 
have been searched for literature on HCW's practices, and 
tobacco cessation in Africa. The database search was not 
limited to any date but was restricted to the English language 
for easy understanding of all the authors who participated in the 
literature search process. The strategy used for the search is 
described here: ‘Healthcare workers’ OR ‘tobacco’, 'Health 
workers' OR 'tobacco cessation, 'Healthcare staff' AND 'tobacco 
interruption', “healthcare workers’ AND ‘tobacco cessation, as 
well as 'Health staff' AND ‘Tobacco use control’. Eligible 
literature was also selected from the reference list of articles 
that met the inclusion criteria. 
 
Article screening and selection 
We used the five databases and searched the terms specified 
above to retrieve articles. We adopted a four-stage methodology 
to conduct the study (Figure 1): 
Step One: The identification of articles using pre-defined search 
criteria. A total of 6,693 articles were retrieved. 
Step Two: Screening articles to remove duplicates and exclude 
articles after reading through the titles and abstracts according 
to the study's objectives to identify potentially relevant articles. 
Thus, we excluded 6,653 articles that had unrelated themes to 
the study objectives.  
Step Three: We used the eligibility and inclusion criteria to 
review the full texts. Here, 19 articles were excluded due to 
unmatched content. 
Step Four: In response to using the predefined exclusion 
criteria, 12 articles were excluded. Thus, we included nine 
articles in the final in-depth review. 
 
Data extraction 
From the recruited literature, details on the study type, 
characteristics of HCWs, cadre in the healthcare profession, 
smoking cessation practices, and challenges faced regarding 
smoking cessation interventions were enlisted. 
 
Authors’ role 
The review authors independently conducted the literature 
search and assessment of relevant literature for eligibility and 
inclusion. Bias in the assessment has reduced with decision 
making through group discussions. In other cases, a third-party 
opinion was sought. 






The systematic review focused on studies investigating the 
application of smoking cessation therapy by HCWs in Africa 
between 2004 and 2018 (Table 1). We reviewed nine studies 
with a total population of 2,913 persons. Four of the studies 
indicated that HCWs frequently smoking cessation in their 
patients with a range of 35.0% to 83.0%.  Also, 23.0% to 61.3% 
of HCWs advised their patients to quit smoking after 
assessment, while 14.9% of HCWs assisted their patients to quit 
tobacco use and smoking. Among the HCWs, 3.9% prescribed 
oral depressants, while 2.8% prescribed NRT. A study revealed 
that 17.0% of HCWs had guidelines to help patients quit 
tobacco use and smoking. Two of the studies reported follow-up 
visits of patients (17.0% and 57.0%). Challenges were lack of 
efficacy and training, lack of system support, limited 
consultation time, low sense of and responsibility by some 
physicians to incorporate the smoking cessation therapy to their 
patients. Other challenges were lack of attractive educational 
resources on smoking cessation, limited knowledge of HCW on 
effective intervention strategies, lack of guidelines and dearth of 
smoking cessation specialists, and unavailability of NRT. 
 
Description of retrieved literature in tandem with the study 
objectives 
Dedeke et al. [19] was a cross-sectional study that described the 
challenges facing Nigerian dentists in implementing tobacco 
cessation services. Information was collected and collated from 
205 dental trainees at a tertiary hospital. Eighty-three percent 
(83.0%) of the dental trainees frequently asked their patients 
their smoking status, with less than 10.0% assisting patients to 
quit. A couple of reasons were viewed as impediments to 
smoking cessation practices, with lack of perceived efficacy and  
training as the most important hindrance and lack of 
reimbursement as the least. 
     Mostafa et al. [20] was a cross-sectional study designed to 
describe the effect of physicians' smoking status on their 
knowledge, behavior, and smoking cessation practice. The 
study revealed that 21.5% of respondents were current smokers, 
8.3% former smokers, and 70.2% were never smokers. The 
study showed that a significant number of physicians either did 
not know or think that smoking affected the health worker, 
while 41.9% of physicians did not agree that advice from a 
health professional increased the chances of a smoker quitting. 
27% of respondents did not think HCW should routinely ask 
their patients to quit smoking, and 27.4% did not think HCW 
should routinely provide smoking cessation advice. More than 
half (63.7%) of the physicians in the study did not firmly agree 
that their smoking status affected their cessation practice.  
Murphy et al. [21] was a cross-sectional study carried out to 
assess midwives' knowledge, attitudes, and current practices in 
South Africa to provide smoking cessation education or 
counseling to pregnant women. The study used qualitative 
methods to explain some of the data collected as 24 interviews 
were organized with midwives. Fifty-eight percent (58.0%) 
reported that they held smoking cessation lessons at every visit 
and 30.0% at some visits if established that a patient smoke. 
Less than a third (27.2%) of the midwives reported that they 
provided patients with educational resources about smoking 
cessation. Although all midwives agreed that maternal smoking 
during pregnancy is harmful to the unborn child, about 75.0% 
of them reported wrong responses to statements regarding 
conditions caused by smoking in pregnancy, such as agreeing 
that smoking caused hypertension, pre-eclampsia, anemia, and 
congenital abnormalities. 
Gichuki et al. [22] was a cross-sectional study that assessed 
HCWs’ practices regarding smoking cessation practices in 
health facilities in Kenya. Participants were from 5 health 
cadres of HCWs, including clinical officers, community health 
officers, dentists, nurses, and medical officers. Information 
collected from 338 respondents showed that 35.0% reported 
consistently inquire about patients' smoking status while 43.5% 
consistently advised having to quit smoking and tobacco use. 
Sixty-five percent of respondents reported tin setting never 
discussed the use of cessation medication, while 54.0% assisted 
patients to set quit dates, and 57.0% assessed patients’ progress 
during follow-up visits. The significant barriers to cessation 
practices were insufficient training and knowledge, lack of 
guidelines, and specialists in smoking cessation programs. 
     Okeke et al. [23] was a cross-sectional study carried out to 
determine the prevalence of smoking and tobacco use among 
HCWs in Kwazulu-Natal, and their willingness and practice in 
offering assistance for patients to quit. The HCWs were 
categorized as doctors, pharmacists, nurses, student nurses, 
allied health workers, and others (clerks and data capturers). 
When analyzed according to the professional category, others 
had the highest prevalence (27.3%) and student nurses the 
lowest (7.5%). When current, former, and never smokers were 
compared, never smokers more regularly counseled their 
patients to quit smoking. Only 22.3% of all HCW in the study 
followed up on their smoking patients that were advised to quit. 
The most recommended NRT were nicotine gum and lozenges 
with spray, while inhaler was the least. 
     Uti and Sofola [24] was a cross-sectional study that assessed 
the attitude and practices of the dentist and dental students in 
Nigeria in providing smoking cessation in the dental setting and 
the likely barriers to smoking cessation services. Results 
showed that while a high proportion of respondents believed 
that cessation could be carried out in the clinic, none of the 
respondents strongly agreed that they were professionally 
responsible for encouraging or educating patients on tobacco 
cessation. Regarding practice, more than ¾ of the respondents 
reported having advised at least one patient to quit smoking. 























                                            Figure 1 PRISMA 2009 diagram 
Total number of articles 












Review of articles titles 









Review of the full-text  
















Final in-depth review 
(n = 9) 
19 articles excluded due to 
unmatched content 
12 articles rejected based  
on exclusion crtiteria  
6653 articles ineligible due 
to unrelated themes 
                                                   Ilesanmi OS, et al, Journal of Ideas in Health (2021); 4(2):371-379                                                              374  
 
materials, and lack of knowledge on smoking cessation. Jamda 
et al. [25] was a cross-sectional study that assessed the 
provision of health facility-based smoking cessation services 
and the competence of the HCW to provide these services. Five 
percent of the respondents reported having received training on 
tobacco control. 40% of the HCW had high knowledge, 23.6% 
had a positive attitude, and 7.7% had good tobacco cessation 
practice. Desalu et al. [26] conducted a snap-shot study to 
evaluate the knowledge and practices of smoking cessation 
among Nigerian physicians. Information collected from 436 
physicians was assessed, and 86.7% asked their patients about 
their smoking status. Also, 61.3% advised their patients briefly 
to quit, 14.9% set target dates, 3.7% prescribed oral 
antidepressants, and 2.8% prescribed NRT. However, 70.7% 
did not schedule follow-up visits with their patients, 17.6% 
scheduled follow-up visits, and 11.9% did not see the relevance 
of the visit. The major perceived barriers were poor knowledge 
of smoking cessation (66.3%), lack of time (12.6%), and 
unavailability of NRT (4.6%). Nollen et al. [27] was a cross-
sectional study aimed at understanding the workplace smoking 
policies and cessation practices of physicians in Nigeria. 
Information collected from 379 respondents cut across two 
major teaching hospitals in the southwest. Results indicate 
81.0% of physicians reported assessing their patient's smoking 
status, and their patients asked 9.0% for assistance to quit. 
Ninety-five percent (95.0%) of respondents thought counseling 
was effective, 17.0% were reported to have any guideline to 
help smokers quit, while less than one percent (0.79%) 
prescribed pharmaco-therapy. Regarding workplace smoking 
policy, 52.0% reported practicing in a completely non-smoking 
building, 41.0% had no established smoking policy, and 3% 
reported having designated smoking areas. 
 
Discussion 
Given the WHO 5A's model for providing cessation services, 
HCWs are critical in implementation [12]. Their access to and 
relationship with their patients positions them to ask about 
smoking status, advise smoking patients to quit, assess 
willingness to take advice, and then assist and arrange for a 
suitable quitting plan and process. A key observation made 
during the study is the limited literature covering Africa that 
addresses the views of and actions taken by HCWs in 
promoting smoking cessation among their patients. Despite the 
paucity of research available, all the studies reported that a 
significant number of HCWs made use of at least one of the 
5A's strategies in promoting cessation among their patients. The 
most common strategy employed was asking about smoking 
status. Although most HCWs reported asking after patients’ 
smoking status, fewer went further to advise on smoking 
cessation, and even fewer assisted and arranged for the 
cessation procedure [19,22,23,26,27]. A massive lack of follow-
up was noted among the HCWs, and although questions were 
asked, solutions in most cases were not provided. Such a 
sequence of events does not guarantee the success and 
practicality of smoking cessation among willing smokers.  In 
the few situations where HCWs assisted patients and arranged 
for cessation, different methods were employed to promote 
cessation. The use of educational materials, counseling, and 
recommendation of NRT with prescription of antidepressants 
were methods commonly employed by HCWs [21,23,26]. 
However, HCWs should be dynamic with each method while 
ensuring that the adopted method explicitly suits the situation at 
hand. The common barriers to the provision of smoking 
cessation services cited by HCWs were poor knowledge of the 
practices and lack of training. Other barriers included lack of 
time, lack of efficacy of interventions, unavailability of NRT, 
and educational resources. These barriers, however, need to be 
removed to ensure that the input of HCWs regarding smoking 
cessation yields credible results. Most HCWs examined were 
found in tertiary and secondary institutions. Physicians and 
dentists were the most common HCWs studied. Therefore, a 
gap in study is identified as the WHO has noted that 80.0% of 
all tobacco users per year would be accessed by primary HCWs 
[12]. The one study carried out in a community setting was 
focused on the midwives and their role in providing cessation 
services for their patients [21]. Interestingly, the study reported 
a high level of dedication by the midwives to ensure their 
patients quit smoking, especially during their pregnancy. The 
finding, therefore, posits that smoking cessation should not be 
limited to a specific period or certain population groups. 
Instead, a concentric approach should be adopted to ensure that 
no one is missed out. Given the recommendation of the WHO 
for HCWs to be tobacco-free models for the general public [12], 
the smoking state of HCWs was taken into consideration. Only 
two studies reported a relationship between HCW's smoking 
status and cessation practice [20,23]. Both studies, however, 
had conflicting conclusions as Mostafa et al. [20] reported that 
physicians did not believe their smoking status affected their 
provision of cessation services while Okeke et al. [23] reported 
that never smokers more frequently advised patients to quit 
smoking. Mostafa et al. [20] and Uti and Sofola [24] also 
reported that a significant proportion of HCWs did not agree 
that they were in a critical position to assist patients in quitting 
smoking. The finding suggests that the responsibility of 
smoking cessation is not known and assumed by many HCWs 
and should therefore be looked into.   
 
Conclusion  
In conclusion, the information gathered showed that although 
patients were asked, they were rarely followed up to set quit 
dates. Such acts showed a lack of commitment on the part of the 
HCW to ensure these patients quit smoking. A couple of HCWs 
even reported not considering it their responsibility to advise 
their patients on smoking cessation. The barriers highlighted 
above also need to be addressed to encourage the commitment 
of HCWs to smoking cessation. Training should be regularly 
organized for HCWs to improve smoking cessation service 
delivery in their facilities. Reviews should be conducted every 
six months to enable a report on the challenges facing HCWs 
involved in the smoking cessation services and chart strategies 
to improve. HCWs should also be empowered to serve as 
counselors for smokers who are willing to cease smoking. Our 
study indicates a dearth in research that studies the role and 
action of HCWs in providing smoking cessation services to 
their patients in Africa. Hence, there is need to provide adequate 
and accurate data in assessing the smoking cessation services 
provided by HCWs in Africa. We recommend that more studies 
be conducted to identify why HCWs rarely move on to organize 
and promote tobacco cessation procedures among smokers.
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Table 1. Findings from studies conducted on health workers' practices in promoting smoking cessation in Africa (n = 9) 
Author (Year) Study 
Design 
Gender Cadre Objectives Smoking Cessation Practices Challenges Quality Assessment 








To determine the 




Eighty-three percent (83%) of respondents frequently 
asked their patients their smoking status, with less than 
10% assisting patients to quit. 
The major barriers were 
lack of efficacy and 
training, lack of system 
support, and lack of time. 
Lack of reimbursement 
was the least perceived 
barrier. 
The research methodology 
did not indicate the was no 
definition of good or poor 
cessation practice. 






Physicians  To describe the effect of 
physicians' smoking status 
on their knowledge, 
attitude, and practice of 
smoking cessation. 
The study revealed that 21.5% of the physicians were 
current smokers, 8.3% quitted smoking, and 70.2% 
never smoked. A total of 33% of physicians either did 
not know or did not think that smoking affected the 
health of smokers. Also, 41.9% of physicians disagreed 
that advice from a health professional increases the 
chances of a smoker quitting. 27% of the physicians did 
not think health workers should routinely question 
patients, while 27.4% did not think they should advise 
their patients on smoking cessation. Also, 44.9% of 
physicians in the study did not always ask their patients 
if they smoked, 54.7% did not explain to them the 
consequences of smoking, 51.8% did not encourage 
them to quit, 71% did not educate them on the methods 
of smoking cessation. Nearly two-thirds of respondents 
(63.7%) in this study did not think their smoking status 
affected their cessation practice. 
Low sense of 
responsibility by some 
physicians to incorporate 
smoking cessation 
therapy into their 
patients. 
The sample was 
representative of the various 
specialties of physicians in 
the population. This study 
showed that the smoking 
status of the physicians did 
not significantly affect their 
cessation practices which are 
contrary to another study 
carried out in South Africa 
[22], where the smoking 
status of the HCWs had a 
significant effect on their 
cessation practice. 




Female  Midwives To assess the knowledge, 
beliefs, attitudes, and 
current practices of 
midwives in South Africa 
on the provision of 
smoking cessation 
education or counseling to 
pregnant women. 
The study revealed that 58.0% of the midwives 
discussed smoking at every visit and 30% at some visits 
when established that a patient smoke. Less than a third 
(27.2%) of the midwives reported that they provided 
patients with educational resources about smoking 
cessation. Although all midwives agreed that smoking in 
pregnancy is harmful to the unborn child, about 75% of 
them responded wrongly to statements regarding 
Challenges reported were 
lack of attractive 
educational resources on 
smoking cessation, lack 
of consultation time, and 
lack of knowledge and 
training in effective 
intervention strategies. 
The study gave an in-depth on 
the sense of responsibility of 
midwives and actions taken to 
ensure the baby's safety and 
well-being. The qualitative 
method used in this study 
gave a deeper insight into the 
subject matter. 
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conditions caused by smoking in pregnancy. The study 
indicated a positive attitude on providing smoking 
cessation advice to pregnant women. Also, 31% of the 
midwives were offended with their patients when they 
did not take their advice, while the rest remain optimistic 
about influencing their patients to quit smoking. 


















To assess the practices of 
healthcare workers in 
public health facilities of 
Kiambu county regarding 
smoking cessation. To 
discover the perceived 
impediments to the 
provision of cessation 
services. 
This study indicated that 35% of healthcare workers 
consistently inquired about patients' smoking status, 
43.5% advised smoking patients to quit consistently. 
More than half (64.5%) of respondents reported having 
never discussed the use of cessation medication (65%), 
assisted patients in setting quit date (54%) or following 
up on appointments to assess patients progress (57%).  
The major barriers 
perceived by respondents 
to cessation practices 
were insufficient training 
and knowledge, lack of 
guidelines, and dearth of 
smoking cessation 
specialists. 
Stratification was not based 
on profession, which could 
have biased the study as 
different cadres act in 
different capacities for 
patients.  
















To determine the 
prevalence of smoking and 
alcohol use among 
healthcare workers in 
Kwazulu-Natal, and their 
willingness and practice to 
offer assistance for patients 
to quit. 
When compared with former and current smokers, never 
smokers more regularly counseled patients to quit. Only 
22.3% of all HWC in this study followed up on their 
smoking patients who advised quitting. The most 
recommended NRT was nicotine gum and lozenges with 
sprays and inhalers the least. 
 The analysis of cessation 
counseling was not done 
according to health cadres, 
and as such, there is no means 
of associating their practice to 
the profession. 










To assess the attitude and 
practices of the dentist and 
dental students in Nigeria 
in providing smoking 
cessation in the dental 
setting and the possible 
barriers to the provision of 
smoking cessation 
services. 
A high proportion (77%) of respondents believed that 
cessation could be carried out in the clinic. None of the 
respondents strongly agreed that they were 
professionally responsible for encouraging or educating 
patients on tobacco cessation practices. Among the 
respondents, 86.1% disagreed that cessation counseling 
carried out in the dental clinic can impact the patients 
quit, and 87.5% of participants believed that cessation 
counseling is not important as the smoking patients are 
aware they should quit. Regarding practice, more than 
3/4 of the respondents reported having advised at least 
one patient to quit smoking. The majority of respondents 
The major hinderances to 
tobacco cessation 
provision cited were; 
lack of time, lack of 
necessary materials, and 
lack of knowledge on 
smoking cessation.  
This study represents both 
sexes, dental students and 
dentists. The study was 
conducted in one institution; 
thus, it cannot be generalized 
to the entire dental 
population. 
The study assessed the 
attitudes of respondents to 
tobacco cessation. However, 
the reported attitude of 
respondents did not 











(72.8%) were willing to provide cessation services to 
their patients whereas, 27.2% were not interested. 
correspond with their reported 
practice. 












To assess the provision of 
health facility-based 
smoking cessation services 
and competence of the 
health workers to provide 
these services. 
The study indicates that 5% of the respondents received 
training on tobacco control which was statistically 
insignificant. Gender, age, marital status, and cadre were 
statistically significant sociodemographic factors that 
affected knowledge. Gender and cadre were not 
significant for attitude while age and marital status were. 
Religion, although not statistically significant in 
knowledge, was statistically significant for both attitude 
and practice. The study showed that 40% of respondents 
had high knowledge of cessation practice, 23.6% had a 
positive attitude, and 7.7% had good practice of tobacco 
cessation practice. 
 The study sample was 
representative. The mean age 
of respondents was 36.65 
years. There was no report of 
the average years of work 
experience. There was no 
definition of what constitutes 
high or low, poor or good, 
positive or negative 
knowledge, attitude, and 
tobacco cessation practice. 








Physicians To evaluate the knowledge 
and practices of physicians 
regarding smoking 
cessation. 
Sixty-eight percent (68%) of the healthcare workers did 
not know about smoking cessation therapy, while 30.3% 
were knowledgeable. The smoking status of patients was 
asked by 86.7% of healthcare workers. Also, 61.3% of 
respondents advised their patients to cease smoking, 
14.9% set target dates, 3.7% prescribed oral 
antidepressants, and 2.8% prescribed NRT. Regarding 
follow-up, 70.7% of respondents did not schedule 
follow-up visits with their patients, 17.6% scheduled 
follow-up visits, and 11.9% did not see the relevance of 
the visit.  
The major challenges 
were poor knowledge of 
smoking cessation 
therapy (66.3%), 
insufficient time for 
counseling (12.6%), and 
unavailability of NRT 
(4.6%). 
There was no definition of 
smoking cessation therapy 
and what constituted good or 
poor knowledge of smoking 
cessation. 







Physicians  To increase understanding 
of physicians smoking 
cessation practices and 
their workplace smoking 
policies. 
The study indicates that 81% of physicians assessed 
their patient's smoking status. Counseling was said to be 
effective by 95% of respondents 17% of respondents had 
a guideline to help smokers quit, and 0.79% of 
respondents prescribed pharmaco-therapy. Regarding 
workplace smoking policy, 53% reported practicing in a 
completely non-smoking building, 44% had no 
established smoking policy, and 3% reported having 
designated smoking areas. 
 There was no analysis to 
show the relationship between 
the smoking policy in the 
hospital and the physicians 
smoking cessation practice. 
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Abbreviation  
USD: United States Dollars; HCWs: Healthcare Workers; NRT: 
Nicotine Replacement Therapy; world health organization: WHO; 
GDP: Gross Domestic Product; PRISMA: Preferred Reporting Items for 
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